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Prolapse of a fallopian tube through the vaginal vault after hysterectomy is a rare complication, although failure to recognize this complication has lead to its underreporting, 66 cases have been reported, 50 following vaginal hysterectomy and 16 after abdominal hysterectomy. Three recent cases prompted a review of this condition; frequently misdiagnosed and mismanaged.
Case reports
Case 1: Mrs HF, a 32-year-old woman underwent an abdominal hysterectomy, complicated postoperatively by a vault haematoma. Six weeks after surgery she complained of vaginal discharge and on examination an area of 'granulation tissue' was found at the vault. Electrocautery under anaesthesia was unsuccessful in controlling her symptoms, so she was readmitted and the area excised, base cauterized and vault reconstructed. Coincident laparoscopy revealed her right fallopian tube adherent to and prolapsing through the vault. Histology proved the tissue to be the fimbrial end of the fallopian tube.
Case 2: Mrs DC, a 32-year-old woman had an uncomplicated total abdominal hysterectomy during which the pelvic peritoneum was left open. Her postoperative recovery was complicated by a swinging pyrexia attributed to a vault collection. At six week review she complained of a purulent blood-stained vaginal discharge and examination ofthe vault revealed a friable piece of 'granulation tissue'. She was readmitted, the tissue excised under anaesthesia. Histology confirmed it to be a fallopian tube. One month after surgery the tube was still evident at the vault and causing symptoms, so laparotomy was performed and the tube removed, the other adnexa was sutured high on the lateral pelvic side wall.
Case3: Mrs BW, a 37-year-old multiparous woman underwent total abdominal hysterectomy, without closure of the pelvic peritoneum. Her postoperative course was unremarkable except for anaemia secondary to a vault haematoma. Four months after surgery she was referred back complaining of persistent watery vaginal discharge and post coital bleeding. On examination, the fallopian tube had prolapsed through the vaginal vault ( Figure 1 ). She was admitted and the tube removed under general anaesthesia, the base cauterized and the vault reconstructed over the stump.
Discussion
Prolapse of the oviduct was first described by Pozzi in 19021, and occurs when a communication exists between the peritoneum and the vagina; specific operative and postoperative complications have been implicated as the cause. In previous cases febrile postoperative course, vault haematoma and excessive vaginal loss have been implicated". These complications cause separation of the vault suture line creating the necessary communication, and associated drainage carries the free end of the fallopian tube into the vagina. For the same reason the complication is seen more commonly where the vault is left open or a pelvic drain left at the vault. To these known risk factors the authors would add failure to close the pelvic peritoneum as described in cases 2 and 3.
In an attempt to detect the complication all patients should have a speculum examination six weeks after hysterectomy. On viewing the vault the diagnosis may be obvious, when the sea anemone-like structure of the fimbria are seen (Figure 1) , and excision of the fimbral end of the tube under anaesthetic arranged. It is inadequate to attempt local destruction, as recurrence and pain are the most likely sequelae", and repeated applications of caustic agents may cause iatrogenic damage resulting in scarring and stenosis. Vaginal procedures have been described to totally excise the fallopian tube", but require more extensive dissection. However, recurrence of symptoms after such procedures necessitates formal salpingectomy at laparotomy (as in case 2). The excised tissue must be sent for histological examination to exclude endometriosis, granulation tissue, granulomas or malignancy as a cause".
The diagnosis may not be obvious from examination of the vault but a history of dyspareunia, watery vaginal discharge or even pelvic infection" are suggestive. Pain produced by manipulation of the prolapsed tube, or a visible lumen within the tissue are consistent with tubal prolapse, and examination under anaesthetic should be performed.
Prevention of tubal prolapse can be achieved by suturing the adnexae high in the pelvis at abdominal hysterectomy, and the incidence decreased if the pelvic peritoneum is closed and the vault not drained. Awareness of this complication will provoke more efficient referral and prevent inadequate treatments which prolong the patient's distress.
Although syringomyelia is the condition that is well known to be associated with cystic cavitation within the spinal cord, other more treatable diseases may present in this way. We report here two patients with intra-medullary cysts which were not associated with classical syringomyelia and which offered the possibility of effective therapy; one with an astrocytoma and one with cysticercosis.
Journal of the Royal Society of Medicine Volume 82 December 1989 765 5 Symmonds RE, Counseller VS,Pratt JR. Prolapseofa fallopian tube as a complication of hysterectomy. Am J Obstet Gynecol 1957; 74:214-17 6 Wetchler SJ, Hurt WG. A technique for surgical correction of fallopian tube prolapse. Obstet GynecolI986; 67:747-9 (Accepted 26 September 1988) investigated inconclusively two years earlier for this problem. Spinal radiugraphs and a myelogram had then been normal. His weakness had since progressed so that he was unable to walk. He had a spastic paraparesis with the loss of all modalities of sensation up to the level of TI0. There was a marked increase in sweating over the right side of his face which ended abruptly in the mid-line and was often provoked by anxiety. A repeat myelogram (Figure 1 ) demonstrated a block at the level of T1 suggestive of an intramedullary lesion. At laminectomy there was a cyst within the cord, about 2 em long and blind at both ends. A greyish mass at the cephalad end of the cyst was biopsied and shown on histology to be an astrocytoma. A subsequent attempt was made to remove the remainder of the tumour which resulted in a partial return of function so that the patient was able to walk with the aid of crutches. 
